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INTRODUCTION
The healthcare system within the United States is very complex and multifaceted due to
the wide variety of care venues patients can choose from. One of the primary centers at
which an increasing number of Americans have sought care is the emergency
department (ED). Due to its walk-in nature and unlimited hours of operation, it serves as
a convenient and comparatively quick way to access care (Coster et al. 2017).
However, for those in rural communities, an increasing number of hospitals and their
EDs are closing, significantly reducing access to emergency care in these areas.
According to the Center for American Progress, from 2013 to 2017 rural hospitals have
closed at a rate nearly double that of the previous five years. Additionally, “Between
2000 and 2014, the number of annual emergency department visits in the United States
rose by 33 million. The number of EDs in operation also fell by 242 [in the same time
period]. The result of this divergence was a 39% increase in the average number of
visits made to each [remaining] ED per year” (Woodworth 2020). This convergence of
reduced rural emergency departments and increased visits to the remaining emergency
departments has put immense pressure on these safety net sites. Consequently,
overcrowding has become the norm in remaining emergency departments.
To explore this issue, financial difficulties faced by all emergency departments will be
investigated, as will factors which make rural populations most sensitive to these
difficulties. Then, the negative consequences for overcrowding will be discussed for this
particular population and potential solutions to those issues will be evaluated. This
paper includes a thorough literature review with three unique interventions, improving
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ABSTRACT. In this paper, the researchers analyzed the effects of overcrowding 
and financial difficulties faced by rural emergency departments, which can lead to 
closures. To achieve this goal, we relied on a systematic analysis of the rural 
emergency department system, including the financial aspects, ethical 
considerations, and patient demographics. The researchers also utilized past 
evaluated interventions in order to determine methods of creating an efficient 
emergency department. We found that while there was an increase in emergency 
department patients, finances have not increased to accommodate overcrowding. 
This paper contributes to emergency department and rural health literature, as the 
researchers propose an evidence-based intervention that will minimize 
overcrowding and utilize finances effectively, while taking into account patient 
medical knowledge and scheduling. 
health literacy, triaging more effectively, and optimizing staff scheduling, as well as
proposes a comprehensive approach with a plan for evaluating the efficacy of the
intervention following its implementation.
BACKGROUND
The emergency department is a specialized department within any type of hospital that
focuses on addressing patients’ immediate medical and surgical needs. They operate
by first evaluating the urgency, or acuity, of a patient’s complaint or condition in a
process called triaging, which is conducted by a triage nurse. A triage nurse is a
registered nurse specifically trained for the emergency department and is responsible
for making the medical assessments necessary in the triage process. This system
allows emergency department staff to effectively rank the order in which patients need
to be seen, thus allowing patients in the most critical condition to be seen first while
patients with lower acuity injuries must wait longer to receive care (Healthcare Support
Organization 2014).
There are typically three categories of patients. The first category consists of patients
who are in critical condition, such as those who have stopped breathing, have severe
head or neck injuries, or have experienced a prolonged seizure. They are admitted into
the emergency department immediately. The second category consists of patients in
less critical condition but who exhibit signs that their condition is worsening are also
frequently admitted into the emergency department for further monitoring to ensure they
do not become critical. Such patients may have trouble breathing, an unusual
headache, or be experiencing heavy bleeding (U.S. National Library of Medicine n.d.).
Finally, the third category consists of patients who come to the emergency department
with mild or non-urgent conditions will likely be seen last. Due to the time-sensitive
nature of emergency department care and the constraints such care puts on emergency
department staff and resources, these non-urgent patients may receive nurse treatment
or may be referred to an urgent care clinic either within the same facility or a nearby
location. Considering the vital role registered nurses play in the triage process, they
have become essential fixtures of the emergency department and play a large part in
properly managing patient flow and providing quality care (Healthcare Support
Organization 2014).
The ability of emergency department staff to manage patient flow and triage effectively
is essential, as it is often the first point of contact for individuals seeking affordable
medical care.  In 1986, Congress enacted the Emergency Medical Treatment and Labor
Act (EMTALA) to provide and ensure access to emergency medical care, regardless of
an individual’s ability to pay (CMS n.d.). Therefore, regardless of one’s health insurance
status, the emergency department is legally required to provide them medical services.
EMTALA requires emergency departments to fulfill three obligations to any individual
that may walk through their doors (Maughan 2019). First, they must “provide all patients
with a medical screening examination” (Maughan 2019) to determine the patient’s level
of acuity. The second requirement is that emergency departments must “stabilize any
patients with an emergency medical condition” to ensure the patient may safely be
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discharged or transferred (Maughan 2019). The final requirement is that emergency
departments “transfer or accept appropriate patients as needed,” which may require
referral to a specialized department if that patient is in very critical condition or admitting
them as inpatients (Maughan 2019). Thus, emergency departments within the United
States function simultaneously as critical care sites and public safety nets for those who
are otherwise unable to access care.
Due to these contradictions, the past few decades have caused those in healthcare, as
well as in business, to question the financial viability of emergency departments. Such
questions are not without merit; in the past few decades, the United States has
experienced a rise in emergency department closures resulting from financial distress
and unsuccessful cost-saving measures. Between 1991 and 2001, 546 emergency
departments were permanently shut down around the nation due to an increase in
patient visits and stagnant operating budgets (Sinreich and Jabali 2007). This trend of
closures has continued and has had significant impacts on rural hospitals: between
2013 and 2017, an additional 64 rural hospitals have closed, representing almost 2x the
number of closures “during the previous 5-year period” (Cosgrove 2018). Alarmingly, an
inverse relationship between emergency department closures and annual visits to the
remaining emergency departments has also become clear. Between 1996 and 2016,
the increase in volume of patients who visited the emergency department was 61.2%
(Augustine 2019). This increase reflects the effects of both a shrinking number of open
emergency departments nationwide and general increase in illness severity, population
age, and percentage of those in the United States who are underinsured or uninsured
(Augustine 2019). Considering these trends and the continued strain on emergency
departments predicted, it is crucial to better understand the ethical motivations for
EMTALA and how it contributes to the financial pressure departments face.
ETHICAL CONSIDERATIONS
The requirements of EMTALA carry distinct ethical implications; everyone who needs
care should have access to it and it is partly the role of the government to ensure
access. These underlying beliefs align with Hippocratic ethical principles, specifically the
principles of fidelity and justice. The principle of fidelity essentially demands the duty of
physicians and other health care workers to show patients respect. When extrapolated,
the principle of fidelity can extend to the prioritization of a patient’s medical needs over
financial factors, as well as factoring in their individual circumstances. EMTALA can then
be perceived as upholding the principle of fidelity, causing the emergency department
blind to a patient’s financial position. The principle of justice is taken to mean that the
health care system should support a non-discriminatory community standard of care,
indicating that all patients should be treated equitably. In the case of those who utilize
the emergency department for primary care purposes due to having no other recourse,
the principle of justice implies an even greater duty to provide care than for those who
do not have the means to secure medical care elsewhere. Hence, EMTALA can be
perceived as also ensuring the principle of justice be honored when patients are facing
the most urgent need.
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However, while EMTALA appears to line up with Hippocratic ethical principles, these
distinct principles tend to favor a deontological way of thinking which supports
adherence to duties despite the consequences of doing so. In a world with finite medical
resources and personnel, and resources which are distinctly strained in the emergency
department, a utilitarian approach to ethics may be more suitable. Utilitarianism upholds
the weighing of consequences along with the duties when making a decision. As
mentioned previously, the inappropriate use of emergency departments plays a huge
factor in overcrowding and the adverse effects that come along with it. Taking into
consideration these factors, a utilitarian approach to ethical considerations within the
emergency department may provide the most financially and ethically prudent way
ahead.
FINANCIAL ASPECTS OF EMERGENCY DEPARTMENTS
Consequently, as EMTALA indicates, the emergency department is made vulnerable by
the very elements of its practice and policy which make the care it provides accessible
to all. The American College of Physicians describes this conundrum as the federal
government’s attempt at “universal health care” without the necessary provisioning of
resources to accommodate the largely uncompensated care provided. Inevitably, this
has led to the emergency department being dubbed a “loss leader,” a “service which is
provided at a loss to encourage utilization of other goods or services” (Pines 2006). In
the context of the emergency department, the inpatient services are the other goods
provided by the associated hospital. It is from patients who enter the hospital system
through the emergency department and then are admitted as inpatients by which the
emergency department recoups the largest percentage of its spending (Nagasako et al.
2014). Although these statistics vary largely from department to department,
approximately 26% of patients who enter hospitals through adult emergency
departments are admitted as inpatients (Augustine 2019).
One of the largest factors contributing to the financial vulnerability of all types of
emergency departments is the venue’s payer mix. Payer mix refers to the distribution of
patients with public insurance, private insurance, and those without insurance (Wall
2010). In light of EMTALA, the insurance status of those who seek care in emergency
departments is significantly important to the department and hospital’s bottom line.
According to the National Hospital Ambulatory Medical Care Survey conducted in 2012,
data collected from the five most populous states – Florida, California, Texas, Illinois,
and New York – only 33% of patients aged 18-64 who visited emergency departments
that year had private insurance (Albert et al. 2013). Of the remaining patients, more
than 20% had no insurance to speak of (Albert et al. 2013). While emergency
departments have historically used the practice of cost shifting in which private insurers
pay more for the same care than the publicly insured or uninsured in order to subsidize
their care, this strategy is becoming less effective due to reduced reimbursement rates
of private insurers from “77.7% [of charge] to 65.7%” (American College of Emergency
Physicians n.d.). Thus, a smaller and smaller percentage of emergency department
care is being fully compensated, placing enormous strain on emergency department
operations.
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Another element of emergency department operations which makes them costly to run
is the need for specialized and on-call staffing every day of the week for 24 hours a day.
While all hospital departments require constant staffing, ideal staffing to patient ratios in
the emergency department are especially difficult to determine as patient flow is
ever-changing and thus difficult to anticipate (Recio-Saucedo et al. 2015). The nature
and acuity of patients coming to the emergency room is also extremely variable,
meaning the variety of staff needed to provide the most appropriate care is substantial.
In fact, according to the California Healthcare Association, “one fourth of all [emergency]
visits require the involvement of a consulting medical or surgical specialist” not currently
on duty (Green et al. 2005). Retaining such a variety of on-call specialists can be
extremely costly for emergency departments, thus staffing takes up a “large portion of
the operational cost” of running departments (Wang 2013). This cost is exacerbated by
the shortage of ED physicians and registered nurses (Pines 2006). Additionally,
“academic centers [frequently] spend significant resources training” healthcare workers
for their emergency departments only to have them leave for other work due to intense
competition resulting from national staffing shortages (Pines 2006). The loss of even
one emergency physician can cost a department upwards of $160,000 in rehiring costs
(Shah et al. 2015). All of these factors contribute to emergency department staffing
shortages, which greatly impact a department’s ability to function efficiently.
IN-DEPTH ANALYSIS OF RURAL AREAS
The geographic region which is particularly affected by emergency department closures
are rural areas. In fact, one hundred-thirty rural hospitals have closed since 2010 and
this number continues to rise each year (The Cecil G. Sheps Center for Health Services
Research 2020). Additionally, over 20% of rural hospitals in the U.S. are near collapse
(Mosley and DeBehnke n.d.). The U.S. Census Bureau (2017) defines rural areas as
being “sparsely populated, hav[ing] low housing density, and [being] far from urban
centers.” Ninety-seven percent of the United States’ land mass is classified as rural, but
only 1 in 5 Americans live in rural areas (U.S. Census Bureau 2017). Thus, this
population’s access to health resources is generally low due to low population density.
Another factor which influences the rural population’s ability to access care is their
financial circumstances. Rural populations are typically less financially affluent than
those who live in non-rural areas. For example, the Healthcare Cost and Utilization
Project found that in 2008, 56.2% of rural emergency department patients lived in the
lowest income areas, compared to 30.1% of non-rural emergency department patients
(Hines et al. 2011). These statistics demonstrate that patients who typically visit rural
emergency departments are from lower income households and thus less likely to have
the ability to pay for the full cost of their care. Emergency departments in rural areas are
also more frequently used by Medicaid beneficiaries and the uninsured, which further
strains these department’s ability to continue to provide care (Williams 2015). These
financial difficulties pose particular challenges to the elderly in rural communities, which
make up a larger portion of the population than in non-rural areas (Williams 2015).
Americans who live in non-metropolitan areas have higher rates of poverty compared to
54
those in metropolitan areas. They also typically live farther from potential in-family
sources of care (Nemet and Bailey 2000).
Long distances from health centers can lead to increased difficulty accessing care,
which is especially vital to elderly patients who experience greater need. Increased
travel time has extremely adverse effects on patient health, particularly in emergency
situations, and can result in increased patient mortality. Additionally, according to the NC
Rural Health Research Program, rural populations are generally sicker (Williams 2015).
While the most frequently treated conditions among adults were the same in rural and
urban areas, rural sites are experiencing a more rapid increase in utilization rates
(Greenwood-Erickson et al. 2019). From 2005 to 2016, rural emergency department
visit estimates increased from 16.7 million to 28.4 million, while urban visits increased
from 98.6 million to 117.2 million; essentially, rural emergency department visits
increased by approximately 50% (Greenwood-Erickson et al. 2019). As rural emergency
departments continue to close while utilization by rural populations rises, the distance
this population has to travel to access care increases and the medical care deficit
grows. While data which indicates the exact degree of the relationship between rural
emergency department closures and increased usage of urban departments by rural
residents is not easily retrievable, it can be inferred that the statistic is significant.
Finally, the quality of care in rural emergency departments is not the same as in urban
departments due to the lack of qualified physicians. The overall number of
board-certified emergency medicine physicians in rural areas is insufficient to keep up
with the growing demand (Casey et al. 2008). Out of 408 rural hospitals, it was noted
that 52% of hospitals reported a total lack of emergency medicine physicians (Casey et
al. 2008). It is also highly unlikely that there will be an increase in board-certified
emergency medicine physicians in rural areas, as 10 of the 12 most rural states do not
have emergency medicine residency programs (Casey et al. 2008).
NEGATIVE CONSEQUENCES FOR OVERCROWDING
The negative logistical consequences of overcrowding in EDs are well established, and
include threatened patient health and quality of care. Emergency departments must
allocate “high capital intensive but limited resources such as nurses, physicians, beds,
laboratories, and imaging facilities” (Ahsan et al. 2019). Due to the constraints of these
resources which are exacerbated by overcrowding, emergency departments have
difficulty providing the care patients need. This in turn causes increased wait times.
According to the Canadian Association of Emergency Physicians and National
Emergency Nurses Affiliation, this can cause situations in which “sick patients who need
hospital beds languish on emergency stretchers, while suffering patients who need
emergency care wait in hallways and waiting rooms” (CAEP and NENA 2001). As this
quote implies, immense challenges to limited emergency department resources posed
by overcrowding leads to the delivery of substandard care.
Even when functioning efficiently, the emergency department is a high-stress work
environment largely due to constantly observing patient suffering and the unforeseeable
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nature of the job (Hamdan and Hamra 2017). Thus, overcrowding has been shown to
further decrease employee satisfaction (Tekwani et al. 2013). In fact, “the work in the
ED is unbounded, involves multiplicity, is characterized by a high level of uncertainty
and care is provided under significant time constraints” (Seow 2013). Therefore,
continuously working in such an environment can lead to burnout (Tekwani et al. 2013).
Burnout is considered a “long-term stress reaction marked by emotional exhaustion,
depersonalization, and a lack of sense of personal accomplishment” (Agency for
Healthcare Research and Quality n.d.). Burnout has potential negative consequences
for the healthcare provider (physical and mental), the patient (e.g. quality of care,
patient satisfaction) and health care organizations (e.g. higher absenteeism, turnover,
job dissatisfaction, higher costs and financial losses) (Reith 2018). As burnout is
particularly common among emergency department workers, it is crucial that there are
management strategies and plans in place to address the issue and mitigate its
negative consequences.
RELEVANCE TO EMERGENCY DEPARTMENT SENIOR MANAGEMENT
Emergency department managers and leaders are constantly faced with the challenges
of managing their departments, along with mitigating the effects of issues such as
burnout and overcrowding. In order to combat and control unexpected events which are
common in the emergency department, senior management must actively plan,
prepare, practice, review, analyze, strategize, and adapt to unforeseen change (Kayden
et al. 2014). Furthermore, another important responsibility of senior management is
cultivating a well-built team that can handle unpredictable situations and competing
demands in the emergency department. Consequently, communication and teamwork
are essential to achieving the emergency department goal of contingency planning
(Seow 2013). Overall, the quality of senior management within emergency departments
can determine whether a department is able to provide the best quality care to patients
and so is critical to running an efficient emergency department.
EVALUATED INTERVENTIONS
Option 1: Improving Patient Flow
Hospitals are always finding ways to improve patient flow to create efficient emergency
departments. As emergency departments improve patient flow, it enhances
performance and drives positive patient satisfaction.
One of the ways in which hospitals and their associated emergency departments have
tried to improve patient flow and alleviate the negative consequences of overcrowding is
through health literacy. Many studies have shown that low health literacy rates, or “a
patient’s ability to manage per-sonal health,” can contribute to poor outcomes and
inefficient use of resources (Wei and Camargo 2000). In the emergency department,
negative consequences of low health literacy rates often manifest in inappropriate
usage of the department and ultimately hinders patient flow (Wei and Camargo 2000).
However, few health literacy interventions have been tested specifically in the context of
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the emergency department, which poses its own particular set of challenges (Wei and
Camargo 2000).
To determine the efficacy of health literacy interventions in the emergency department
and potentially save on costs, Memorial Hermann Community Benefits Corporation– a
hospital with an associated emergency department located in Houston, Texas–
conducted a quasi-experimental patient navigation study from 2008 to 2012 (Enard and
Ganelin 2013). The intervention was based on the usage of community health workers
who were culturally competent, effective communicators, and well-versed in the health
care system to assist patients in accessing primary care (Enard and Ganelin 2013).
Patients with low acuity ratings were the main focus of the intervention, as it was
assumed that a higher level of health literacy could have resulted in greater primary
care utilization, making the emergency department visit unnecessary.
Upon entrance to the emergency department, “prospective patients” would be “identified
during triage,” triggering a patient navigator to then be assigned to their case (Enard
and Ganelin 2013). To ascertain the barriers to a patient’s care, the patient navigator
would find time to meet with them during their visit and identify 1) their access to
primary care provider 2) any medical conditions they may have and 3) remind them of
the importance of keeping medical appointments (Enard and Ganelin 2013). They would
then use that information to make a tailored plan for each patient by utilizing knowledge
of healthcare networks and community resources. Finally, 3-10 days after patients
included in the study were discharged, they received either a phone call or in-person
checkup to determine how well their individual plans were helping to improve access to
primary care (Enard and Ganelin 2013).
The study divided participants into five categories: those who had “1+, 2+, 3+, 4+, and
5+ PCR-ED visits 12 and 24 months prior to the intervention” (Enard and Ganelin 2013).
They found that 46.4% of patients with 1+ visits and 36.0% of patients with 2+ visits 12
and 24 months prior did not return to the ED during the 12 months post intervention
(Enard and Ganelin 2013). Additionally, “at 24 months the intervention was associated
with significantly lower unadjusted odds of having any post-observation PCR-ED visit for
all patients, regardless of pre-observation visit frequency” (Enard and Ganelin 2013).
The study also noted that there were reductions in frequency of emergency department
visits among intervention group patients that had more frequent pre-intervention visits,
but these results may not be sustained over long periods of time (Enard and Ganelin
2013). Despite the intervention's success, there were some limitations, including lack of
full randomization, the potential for participants to have visited other emergency
departments over the course of the study or passing away, and a large portion of
immigrants within the study, which may have skewed the results (Enard and Ganelin
2013).
Option 2: Triaging Through Streaming
Nurses play a key role in triaging patients with the emergency department. Through
triaging, nurses must be able to effectively maintain the flow of patients into and out of
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the ED to promote efficiency in time management, resources, and staffing. Using the
focus of streaming, patients will be grouped into categories based on their acuity so
their treatment and care within the ED is tailored towards each group. In addition, triage
nurses will be trained to address patients within a specified category so they have a
greater understanding of the patients they treat, thus boosting the efficiency of their care
and reducing the intensive demands of the nurses.
Another intervention used in the emergency department to curb the negative effects of
overcrowding includes triaging more effectively through streaming and expanding triage
nurse capabilities. Streaming is “when patients are grouped into broad acuity categories
and managed through separate processes,” (Boyle et al. 2012) leading to reduced
waiting times. This is efficient for bottleneck situations, such as laboratory and radiology
waiting times for results. Having multiskilled staff will reduce the bottlenecks of patient
demands, and specifically targets patients of lower acuity. In addition to streamlining
in-patient services, it is also important for the staff to understand how to properly
transfer patients to another ward or hospital if needed.
In a before-and-after designed study conducted in the emergency department of
Western Hospital in Melbourne, Australia, it was found that in order for the ED to run the
most smoothly and efficiently, triage nurses had to learn to multitask within a specified
group of patients. Comparisons were done throughout 2003-04 and then 2004-05. Two
groups were studied: those likely to be admitted to the hospital and those who were
soon to be discharged. Specific barriers that delayed treatment and consultations for
each group were assessed. For the likely admitted group, the major barriers were the
limited number of beds in the ED and the length of time of waiting for an assessment or
investigation. These same barriers occurred for the likely to be discharged group. To
combat these barriers and save time, money, and resources, the emergency
department implemented “streaming… based [on the] likelihood of admission or
discharge, and re-allocation of medical and nursing staff into two teams [for each
group]” (Kelly et al. 2007). Triage nurses were able to specialize in the types of
“closeness of observation, intensity or investigation and treatment, consultations and
organizing of home supports or follow-up” (Kelly et al. 2007) for both the admitted and
discharged group. This team-based approach and focus on a particular group of
patients improved patient flow by reducing the competing demands on staff.
The results of the study support this method; the “proportion of discharged patients
increased to 97% within the first month and was sustained at an average of 92% over
the first year of the project,” compared to the original 83% of discharged patients before
the study (Kelly et al. 2007). From the staff’s point of view, “90%... believed the ED ran
better after the change” (Kelly et al. 2007). This intervention of streaming patients in two
different categories based on their specific needs not only improved efficiency for
patients to be seen or discharged from the emergency department in a more
appropriate time frame, but also reduced the intensive demands on the triage nurses
since they were able to specialize on the tasks specifically within their focus group.
Even though the implementation of this intervention was successful, a limitation of the
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study was that it was conducted in Australia where the healthcare system differs from
the United States, and therefore may hinder its applicability.
Option 3: Optimized Scheduling
Optimized scheduling attempts to reduce overcrowding by evenly distributing the
number of non-emergency patients admitted into the hospital throughout the week. As a
result, more inpatient beds are available, allowing patients who arrive at emergency
departments to be admitted more efficiently. This helps to improve overall patient flow
by decreasing waiting times in emergency departments.
Another option to increase efficiency of operations in remaining emergency departments
is optimized scheduling and early discharges. The capacity to provide care is oftentimes
driven by the supply of healthcare providers and physicians at a particular institution
and unevenly distributed across the country. As mentioned previously, emergency
departments in urban settings tend to offer a broader range of speciality and
subspecialty physicians compared to those in rural settings; therefore, the issues of
patient flow and long wait times are often exacerbated in large hospital emergency
departments. These challenges have led to the adoption of optimized scheduling
processes (Brandenburg et al. 2015). Optimized scheduling aims to evenly distribute
the number of patients admitted to the hospital throughout the week, which reduces
overcrowding. Patients arriving at emergency departments are then able to be admitted
faster and discharged more efficiently.
Studies have shown the effectiveness of optimized scheduling practices when used on
the scheduling of elective surgeries. Many surgeries tend to be scheduled earlier in the
week instead of being spread out throughout the week. This is due to the fact that many
patients require physical therapy a few days after surgery to prevent possible
postoperative complications, but many hospitals have less physical therapy staff
available on the weekends (Salway et al. 2017). Therefore, hospitals try to schedule
surgeries more towards the beginning of the week, so that patients are more able to
access physical therapy services. However, scheduling more surgeries leads to less
availability of inpatient beds, which hinders the ability to quickly admit patients in the
emergency department. In a retrospective review study of 93,274 ED visits between
2002 and 2003, results showed that “elective surgeries were associated with a
maximum of 35 hours of additional ED dwell time” (Rathlev et al. 2007). Dwell time is
equivalent to boarding, which means holding admitted patients in the emergency
department because there are no available inpatient beds. When emergency
department beds are taken up by inpatient surgery patients, there are fewer beds for
those admitted directly through the emergency department. Thus, when hospitals
optimized their schedules to more evenly distribute elective surgeries, there was a
significant decrease in boarding and increased availability of floor and ICU beds
(Salway et al. 2017). Despite the success of this intervention, there are limitations
regarding the lack of data showing how the intervention impacted patient quality
measures, such as length of stay.
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PREFERRED INTERVENTION
After an evaluation of the three potential interventions to address emergency
department overcrowding, a dual approach within both existing emergency departments
in urban areas and rural communities whose emergency departments have closed has
been developed. The implementation of these interventions simultaneously strives to
help emergency departments operate more efficiently through the use of more detailed
triaging and referrals, and educating those in rural communities on preventative care
and basic health knowledge to prevent the need for emergency medical care. These
interventions were chosen due to the effective and successful management techniques
used in the respective studies.
The preferred approach within open emergency departments is to introduce more
efficient triaging through initial nurse review and subsequent referral to the appropriate
setting. Initial nurse review would be done by expanding nurse capabilities and tasks
within their assigned group, those likely to be admitted or those likely to be discharged,
and thus becoming more knowledgeable about that group’s care. Reviewing patients in
this way increases efficiency since each staff member more easily recognizes the
challenges and solutions to issues faced by those in their particular group. This
team-based approach therefore reduces the competing demands on triage nurses to
manage the increased influx of patients and the overall flow of the emergency
department. In addition, there will be a group of triage nurses that are familiar with the
culture and lifestyle of those residing in rural communities placed in the remaining
departments. These changes would lead to increased trust and communication between
staff and patients. In regards to subsequent referral, the implementation of optimized
scheduling practices would help reduce inpatient overcrowding. Freeing up inpatient
beds would allow for the reduction or elimination of boarding in emergency
departments, thereby allowing patients to be admitted into the hospital quicker and
more efficiently (Salway et al. 2017). By effectively determining the level of acuity early
on in the admission process and having designated triage nurses for patients from rural
areas, patients could move more quickly through the system and receive the care they
need in the most appropriate setting. However, a barrier to the implementation of this
portion of the intervention is the initial additional time required for nurse and community
health worker training when the program is launched.
In order to measure the effectiveness of this approach, how quickly a patient is seen
upon their arrival to the emergency department can be measured and compared to
before the implementation of the approach. According to the CDC, patients in about
40% of emergency department visits are seen within the first fifteen minutes (Centers
for Disease Control 2020). Therefore, the goal of this portion of the intervention would
be to have at least 60% of emergency department patients be seen by a triage nurse
within the first fifteen minutes of their arrival. Additionally, measuring the average length
of stay before and after the implementation would allow the hospital to gauge the
effectiveness of the optimized scheduling portion of the approach. According to the
Healthcare Cost and Utilization Project, the average length of stay in U.S. hospitals was
4.6 days in 2016 (Freeman et al. 2018). The optimized scheduling practices would aim
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to decrease length of stay by 0.5 days. The reduction in average length of stay after
implementation would demonstrate the success of optimized scheduling.
The second approach of the intervention expands on the idea of improving health
literacy within rural communities themselves, with an emphasis on preventive and
primary care. This would be done through offering educational health classes and
fitness classes at local community centers, as well as offering open clinic hours within
those centers to increase basic care access. Additionally, our intervention would aim to
provide health literacy surrounding when it is appropriate to visit an ED compared to
visiting urgent care. These measures would reduce the need for emergency services
and decrease the number of people who use the emergency department
inappropriately, thus helping to decrease overall emergency department crowding. The
main barriers to implementing this element of the approach include strained budgets for
both staff and facilities. However, the cost of increasing access to primary care and
basic health knowledge in this population is likely to be less than the overall cost to the
healthcare system of continued inappropriate emergency department use. To gauge the
success of this portion of the intervention, the number of patients admitted to the
emergency department, as well as the number of primary care appointments scheduled
before and 6 months after the intervention will be recorded. The metric used to
determine success will be a proportional or greater increase of scheduled primary care
appointments to emergency department visits.
CONCLUSION
The emergency department is considered to be a “unique operation, optimized to exist
at the edge of chaos” (Seow 2013). However, this chaos has become increasingly
difficult for rural emergency departments within the United States to handle.
Consequently, an increasing number of hospital emergency departments have closed
resulting in significant reduction of access to emergency and primary care in rural areas.
These closures are particularly harmful within rural communities as they have lower
average incomes, older populations, and a predominantly greater prevalence of illness.
Despite these factors, little has been done within the medical or public health
community to address the financial difficulties faced by these emergency departments,
forcing those from rural areas to seek care far from home. As a result, overcrowding has
become a significant issue within the remaining emergency departments. Through the
proposed intervention including improving health literacy, triaging more effectively, and
optimizing staff scheduling, both decreased access to health care within rural
communities and the effects of their displacement can be addressed. Proper
management and competent leadership will play a crucial role in the effectiveness of
this and other subsequent interventions. Future research should investigate other
potential interventions aimed at aiding rural hospitals and emergency departments
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